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CONSENT FORM FOR
HYSTEROGRAPHY

A hysterography is performed to diagnose defects in the uterus and fallopian tubes when
there is fertility disorder, i.e., inability to become pregnant or maintain a pregnancy.

To perform the test, a device is used that holds and fixates the cervix. Through the cervix, a tube is
inserted by which radiographic contrast material that contains iodine is injected. Afterwards, an x-
ray and several x-rays are taken.

The test is carried out after the menstrual cycle has ended (in the first half of the menstrual cycle)
without anesthesia.

If the last menstrual cycle was abnormal, inform the doctor before the examination in order
to consider a possible pregnancy.

If you have a known sensitivity to iodine, inform the doctor and x-ray technician.

During the summons to the examination, | have been informed that | must avoid sexual
relations from menstruation and until the test, to rule out the possibility of performing the
test during pregnancy, which might result in a miscarriage or fetal damage attributed to the
use of contrast material and exposure to radiation.

| hereby declare and confirm that | have been given an explanation of the alternative modes of
treatment that are possible in the circumstances of the case, as well as of the side effects,
prospects and complications that these treatments involve.

| hereby declare and confirm that | have been given an explanation that during the primary
examination, pain in the pelvic and abdominal region is generally expected (due to uterine
contraction) that generally lasts shortly after the procedure is performed, and that mild vaginal
bleeding might occur.

In addition, | have been given an explanation of the possible risks and complications, including:
infection, recurrence of chronic pelvic inflammation, allergic reaction of varying degrees of the
contrast material, and, on rare occasions, perforation of the uterus.

| hereby also declare and confirm that it has been explained to me and | have understood that in
the case of a serious infection or perforation of the uterus during the examination, it might be
necessary to perform life saving corrective procedures or for preventing physical damage,
including surgical procedures that cannot now be anticipated with certainty or completely, but their
significance has been made clear to me, including the need, on rare occasions, for a hysterectomy.

| hereby give my consent to perform the primary examination.

| know and agree that the primary examination and any other procedure will be performed by any
designated physician, according to the institution's procedures and directives, and that there is no
guarantee that it will be performed, fully or in part, by a specific person, as long as it is performed
in keeping with the standard degree of responsibility in the institution and in accordance with the
law.

Patients signature: :N/99000 NYNN
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Woman’s Name:
(nw'xin DY) Last Name / nnswn nw First Name /019 nw Father's Name / axn nw ID No./.t.n

| hereby declare and confirm that | have been
given a detailed oral explanation by Dr. (" n):

Last Name / nnown nw First Name / ‘019 Dw
of the hysterography, its purpose and how it is performed (Henceforth: “The Primary Examination”).

Date /79 xn Time / nyw Woman’s Signature / nw'xn nn'nn
Guardian's Name (Relationship)/ Guardian's Signature (for incompetent, minor or mentally ill patients)/
(naj) oioNvIDRN DY (w21 n'7IN IX 'O ,I'T 7109 27U N1j7N) 0I9NVISRN NN'MN

| hereby confirm that | have given the patient (nw'x7) / the patient’s guardian ( 7w oi19NVI9XY?
nw'RN)* a detailed oral explanation of all the above-mentioned facts and considerations as required
and that he/she has signed the consent form in my presence after | was convinced that he/she fully

understood my explanations.
N'D/NIN D1 YNTN N9 7'W'7 AR 7D DX *NYIRN 7w 019N0I9KYT7 / NW'RT N 7V1 'MN10N D NAWNN IR
.OXI7N2 20N DX N/ D 'MyDNIYY TNRY7 1191 Nndon 7y n/onn

Physician's Name / n/xonin nw Signature / nn'nn License No. / |irwm 1o0n

* Cross out irrelevant option / amimn nx Y/pnn
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